ularly T cell mediated autoimmunity, have become the most highlighted topics in the pathogenesis of AA. 5, 6 The lifetime risk of developing AA is reported to be 1.7%. Its prevalence in the general population is 0.1-0.2%. 7 AA may be seen in anybody regardless of their race or sex. 8, 9 However, some studies suggested that the incidence rate of the disease is higher in females, while other studies found this rate to be higher in males. 10, 11 The onset of the disease is observed more frequently in the first three decades of life, but AA can occur at any age. 2 Although AA can involve in any area with hair, it is observed most frequently on the scalp, beard, extremities and eyebrows. [8] [9] [10] The disease is mostly asymptomatic, but mild paresthesia with itching, burning sensation, and pain can also be observed. 7, 8 The frequency of positive family history of AA in affected patients is estimated to be 10-20%, and more frequently in cases with early onset and severe forms. [8] [9] [10] [11] Disease onset at a young age, atopy, ophiasis, and nail involvement are regarded as malign prognostic factors in AA, and they are associated with severe disease. 8, [12] [13] [14] The co-occurrence of the disease with other autoimmune diseases (generalized vitiligo, lichen planus, morphea, lichen sclerosus et atrophicus, pemphigus foliaceus, Hashimoto's thyroiditis, Addison's disease, pernicious anemia, lupus erythematosus, type 1 diabetes mellitus) is frequently observed. 15, 16 Acute or chronic psycho-emotional stress has also been associated with the onset and progression of AA. [17] [18] [19] Also AA is an easily-diagnosed disease, but its prognosis cannot be fully predicted. Predicting the prognosis at the moment of diagnosis will help identify treatment options. To this end, this study evaluates the relationship between the clinical and sociodemographic characteristics of AA patients and determined the characteristics that can be associated with the severity of the disease.
Studies were conducted to determine the sociodemographic variables in patients with AA. However, the number of studies and assessment tools examining the correlations between the severity of disease and these variables is too few.
This study is thought to contribute to the epidemiological data of Turkey, literature, and further studies to be conducted on this topic.
MATERIAL AND METHODS
A descriptive and correlation research model was used in this study. A hundred and fifty three patients with AA (49 females and 104 males; aged between 4 and 65 years) were included into this study. The data of the study were collected using an interview form prepared by the researcher in accordance with the literature and included the clinical and sociodemographic characteristics of patients, and through physical examination findings. The Severity of Alopecia Tool (SALT) was used to estimate the percentage of hair loss in the scalp. For the SALT score, the scalp is divided into four quadrants: vertex (40% (0.4) of the scalp surface area), right side (18% (0.18) of the scalp surface area), left side (18% (0.18) of the scalp surface area) and posterior (24% (0.24) of scalp surface area). The percentage of hair loss in each area is calculated using formulas. 20 The SALT score is obtained by adding all percentages, and the hair loss percentega in each area is calculated. In this study, according to the assessments, the hair loss percentages were classified as follows: S1 = < 25% hair loss; S2 = 25%-49% hair loss; S3 = 50%-74% hair loss; S4 = a: 75%-99% hair loss, b: 96%-99% hair loss; and S5 = 100% hair loss. The age of onset of the disease, clinical types, the number of episodes of AA, family history of AA, nail involvement, presence of atopy, nevus flammeus, and autoimmune disease in patients and their families, presence of emotional/physical stress at the onset of AA, subjective symptoms, treatment received, the localizations of alopecia, and the percentage of hair loss on the scalp (SALT scores) were noted. The correlations between clinical characteristics and sociodemographic variables were also determined. The data were assessed with the opencoded "R" program. For the study, ethics committee approval dated July 25, 2014, and numbered 24237859-530 was obtained. The patients were informed in detail about the study and informed consents were taken.
RESULTS
A hundred and fifty three patients whose ages ranged between 4 and 65 years (mean age 28 ± 12.20 years), 49 (32%) were females, and 104 (68%) were males, 133 (86.9%) had AA, 17 (11.1%) had alopecia universalis, and 3 (2%) had alopecia totalis. 120 (90.2%) of AA patients had scalp involvement. The second most frequent involvement with 44 patients (28.7%) was observed on the beard area. Eighty seven AA patients (56.9%) had multiple involvement sites (scalp, beard, eyebrow, body), and 72 (47%) had at least one episode of AA previously. The duration of the disease was longer than one year in 108 patients (69.3%), and 24 patients (15.7%) had a positive family history of AA.
The family history of AA was positive for the first-degree relatives in 21 (13.7%) of these patients. Twenty six patients (17%) had atopy. Nail involvement was observed in 62 (40.5%) patients. The most common nail findings were as follows: pitting, leukonychia, longitudinal ridging and thickening of the nail plate. Ophiasic patterns of alopecia were observed in 26 patients (17%). Nevus flammeus accompanied AA in 18 patients (11.8%). Autoimmune disease (autoimmune thyroid disease, pernicious anemia) was present in 26 patients (17%). Fifty six patients with AA (36.6%) were found to have subjective symptoms like pruritus, burning sensation, paresthesia, pain. A total of 127 patients (83%) experienced emotional stress in the last 6 months. Table 1 demonstrates the distribution of patients' sociodemographic and clinical variables by sex. The personal history of atopy and autoimmune disease, and the family history of autoimmune disease were found to be significantly higher in female patients than in male patients (p= 0.03; p= 0.000; p= 0.04). The mean age at onset of the disease was 23.18 ± 12.90 years for females and 25.50 ± 10.92 years for males. A statistically significant difference was found between the patients' age at onset of the disease and their sex (p= 0.02).
In the present study, age range between 0 and 18 years was regarded as the childhood age group.
Among the patients with AA, 34 patients' age at onset of the disease was at the childhood (22.2%) and 119 patients' (77.8%) was at the adulthood. The nail involvement and ophiasis were found significantly higher in patients at the childhood (p= 0.03, p= 0.02). Emotional stress was found to be significantly higher for adults than for children (p= 0.02) ( Table 2) .
A hundred twenty patients (78.4%) were found to have scalp involvement. The severity of scalp involvement was classified according to the SALT score; 88 patients (81%) were in the S1 group, 7 patients (5.9%) were in the S2 group, 9 patients (3.9%) were in the S3 group, 2 patients (1.3%) were in the S4 group, and 14 patients (7.8%) were in the S5 group. The mean SALT score was 19.67 ± 28.01. The mean SALT scores of female and male patients were 25.87 ± 31.46 and 16.8 ± 25.92, respectively. The SALT score did not demonstrate a statistically significant difference by sex (p > 0.05). The severity of disease on the scalp was mild in 95 patients (79.1%) (S1 and S2) and severe in 25 patients (20.9%) (S3, S4, and S5). The mean SALT score of single, and high school graduate female patients were found to be higher than those of married male patients whose educational status varied. A weak negative correlation was found between the SALT scores and age at onset of the disease (r = -. .257; p= 0.001). Table 3 shows the correlation of SALT scores and clinical characteristics. The SALT score of patients with alopecia universalis was found to be significantly higher than that of patients with other types of alopecia (AA and alopecia totalis) (p= 0.000). The SALT scores were found to be higher in patients who had multiple alopecia episodes than patients who had not AA before (p= 0.000). SALT scores were also found to be significantly higher in patients who had positive family history of AA, in patients with autoimmune disease and in patients with positive family history of autoimmune disease. It was also higher in patients with nail involvement, patients with nevus flammes and patients with ophiasis (p= 0.020; p= 0.015; p= 0.001; p= 0.000; p= 0.004; p= 0.000).
DISCUSSION
AA can occur in any individual regardless of their race, sex, and age. The male predominance was found in this study. The findings were compatible with many studies conducted in Turkey and abroad. 9, 10, 12, 21 However, some studies indicated a female predominance in AA. 2, 22 High admission rates regarding the males and male dominance in the study population might have affected this re- sult. AA can occur at any age. The mean age of occurrence is found to be distinct in different studies. 5, 9, 23 In the present study, patients' ranged from 4 to 65 years and their mean age was found to be 28 ± 12.20 years. In addition, the age at onset of the disease ranged from 2 to 53 years and the mean age at onset of the disease was found to be 24.75 ± 11.60 years, which is compatible with the literature. In this study, no statistically significant difference was found between sex and age at onset of the disease (p > 0.05). Similarly to the present study, no significant correlation was found between sex and age at onset of the disease in the study conducted by Yorgancılar et al. in Turkey and in the study conducted by Goh et al. 5, 13 In this study, 133 (86.9%) patients were found to have AA. The most frequent type of the disease was AA, which is compatible with the literature.
9,24-26 Eighty one (52.9%) patients experienced at least one attack previously and this was found to be compatible with that in the literature. 5, 12, 26 The duration of the disease was found to be shorter than one year in 29.4% of the patients. This rate was found to be lower than that found in the literature. 12, 27 This may be related to the characteristics of the study population. The urban ve rural areas where patients live and cultural differences affect the duration of the communication between the patients and the physicians for visual problems such as AA.
The family history was positive for the firstdegree relatives of 21 (13.7%) patients. The results were compatible with those in the literature. 9, 28, 29 The prevalence of accompanying atopy was found to be compatible with that in the literature. 8, 25, [29] [30] [31] In a study conducted by Koçak et al. on 100 patients with AA, 6 (15%) patients were found to have a coexisting autoimmune disease. 32 Similarly, the present study found an autoimmune disease in 26 patients (17%). The most common subjective symptom was itching in the present study. The results were compatible with those in the literature. 5 Similar to the results obtained by Sharma et al., a statistically significant correlation was found between the presence of autoimmune disease and the disease severity of AA in the present study (p= 0.015). 10 Although the data related to the presence of emotional/physical stress were smilar to those of certain studies, the presence of emotional/physical stress was found to be higherin this study when compared to the relevant studies in the literature. 5, 31 Emotional and physical stress can be evaluated in various ways based on patients' statements. This study report stress through various examination conducted by the physicians for the patients.
In the present study, the scalp involvement was observed most frequently (120 patients, 78.4%) and this rate was compatible with that in the literature. 10, 12, 27 Among the 120 patients with scalp involvement, 95 (79.1%) were found to suffer from mild disease (S1 and S2) and 25 (20.9%) from severe disease (S3, S4, and S5). The mild involvement was found most commonly as compatible with the literature.
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The mean SALT scores of female and male patients were found to be 25.87 ± 31.46 and 16.89 ± 25.92, respectively. No statistically significant difference was found between sex and the severity of disease, which was in line with the literature. 12, 28, 29 A few studies assessing the correlations between some sociodemographic variables of patients and their mean SALT scores are available in the literature. 5, 33 In this study, the mean SALT scores and some sociodemographic variables of patients were assessed and no statistically significant difference was found between the mean SALT scores of patients and their sex, marital status, and educational levels (p > 0.05). However, the mean SALT score was found to be higher for single, high school graduate females than for married males with different levels of education. This difference may results from the male-to-female ratio in the study population.
As the total SALT score increased, the age at onset of the disease decreased (r = -.257; p= 0.001). The effect of the increase in SALT score on the age at onset of the disease was found to be moderately strong, negative, and significant. No correlation was found between the SALT scores and patients' age (r = -. .147; p= 0.070). The SALT score of patients with alopecia universalis was found to be higher compared to patients with other alopecia types (AA and alopecia totalis). This difference was statistically significant (p= 0.000).
The results were found to be compatible with those in the literature in general. The distinct results in this study from those in the literature could result from the sex and age distribution of patients, the geographical regions in which they lived, and also their different socioeconomic levels. Studies conducted for determining sociodemographic variables that are thought to affect the severity of disease in patients with AA, and the correlations between them and the disease will help in developing treatments that will produce more successful results. Moreover, studies were conducted to determine the sociodemographic variables in patients with AA, but the number of studies and assessment tools examining the correlations between the severity of disease and these variables is quite low. The present study assessed the correlations between sociodemographic variables (age, sex, marital status, education level), peculiar features of AA (variables such as type of disease, number of attacks, duration of disease, duration of the last attack, AA history, atopy, nail involvement, autoimmune disease), and the severity of disease. Considering the correlation between these factors and the severity of disease in patient follow-up can be beneficial in selecting appropriate treatments prescribed according to the severity of disease. A variety of factors, apart from sociodemographic variables, affecting the severity of disease in patients with AA is the limitation of this study. Therefore, studies with larger sample sizes including different types of alopecia are needed.
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